CT scan revealed a solitary, well-defined mass composed of an extraluminal inhomogeneous fatty tissue with attenuation at the root of the mesocolon of the transverse colon. The mass was compressing the colonic lumen. On exploratory laparotomy, a hard area involving the mesocolon of the transverse colon was found adherent to the surrounding colon. The mesocolon and the adjacent colon were resected and sent for histopathological examination. Grossly, the mesocolon measured 15 × 13 × 5 cm. The hard mass measured 5 × 2.5 cm. The mesocolon was thickened with an irregular hard area of discoloration varying from tan brown to pale brown in color. Cut surface of the irregular mass was solid gray-white to gray-brown with few foci of hemorrhage. Microscopic examination revealed normal colonic mucosa, submucosa, and muscularis propria. Beyond the muscularis propria, there were lobules of mature adipose tissue separated by fibrous septae [ Figures 2 and 3 ]. Blood vessels were also engulfed by the fibrous septae of variable thickness. At some places, the fibrous tissue formed sheets and was infiltrated by chronic inflammatory cells composed of lymphocytes and plasma cells. Occasional macrophages were also seen. A few foci of fat necrosis were also evident. A diagnosis of mesenteric panniculitis of the transverse mesocolon was given and the patient was kept on follow-up.
discussion
Mesenteric panniculitis is a rare inflammatory condition that is characterized by chronic and nonspecific inflammation of the adipose tissue of the intestinal mesentery. Only 150 cases have been reported in the literature so far This entity is also known as: Retractile mesenteritis, sclerosing mesenteritis, liposclerotic mesenteritis, isolated lipodystrophy of the mesentery, mesenteric lipomatosis, and lipogranuloma of the mesentery, and mesenteric manifestations of Weber-Christian disease. [1, 2] Incidence increases with age, and pediatric cases are exceptional, probably because children have less mesenteric fat when compared to adults. [3] The male-to-female ratio is 2-3:1.
The pathogenic mechanism of mesenteric panniculitis seems to be a nonspecific response to a wide variety of stimuli but the precise etiology remains unknown. Emory et al. [4] have reported a series in which 84% of the patients had a history of abdominal trauma or surgery. Furthermore, the disease is related to other factors such as mesenteric thrombosis, mesenteric arteriopathy, drugs, thermal or chemical injuries, vasculitis, avitaminosis, autoimmune disease, retained suture material, pancreatitis, bile or urine leakage, hypersensitivity reactions, and even bacterial infection. [2, 5] More recent studies have shown a strong relationship between tobacco consumption and panniculitis. [5] Retractile mesenteritis has been associated with a number of malignant diseases such as lymphoma, lung cancer, melanoma, colon cancer, renal cell cancer, myeloma, gastric carcinoma, chronic lymphocytic leukemia, Hodgkin's lymphoma, and a number of malignant diseases such as Renal cell carcinoma, carcinoid tumor, and thoracic mesothelioma. [3] [4] [5] [6] In over 90% of the cases, mesenteric panniculitis involves the small-bowel mesentery although it may sometimes involve the sigmoid mesentery. [7] On rare occasions, it may involve the mesocolon, peripancreatic region, omentum, retroperitoneum, or pelvis. [6] The disease is often asymptomatic. The symptoms when present include anorexia, abdominal pain, abdominal fullness, nausea, pyrexia, and weight loss. [8] Presentations such as fever of unknown origin and protein-losing enteropathy have also been described. Laboratory parameters are frequently normal; however, an increased ESR has been noted. [6] There are few cases of mesenteric panniculitis (MP) occurring concurrently with colorectal cancer and diverticulosis. [9] Daskalogianki et al. [5] have reported the coexistence of MP and various neoplastic diseases, especially lymphoma and gastrointestinal and urogenital adenocarcinomas of patients with MP. Association of MP and malignancy is indicated in the literature with 30% of patients with MP having an underlying malignancy. [3, 4] Abdominal CT is an effective method for diagnostic evaluation. Two CT findings are considered somewhat specific for this disorder: A fat ring sign that reflects the preservation of fat around the mesenteric vessels, and the presence of a tumoral pseudocapsule, which is detected in 50% of the patients. [10] The definite diagnosis of mesenteric panniculitis is established by biopsy. Variable combinations of foci of fat degeneration and necrosis, a nonspecific and predominantly lymphocytic inflammatory infiltrate and fibrosis have been reported. [6] Based on the predominant histological findings, the disease has been called mesenteric lipodystrophy, mesenteric panniculitis, or sclerosing mesenteritis, according to the predominance of adiponecrosis, inflammation, or fibrosis, respectively.
The differential diagnosis of mesenteric panniculitis is broad and includes all disorders that can affect the mesentery. The most common are lymphoma, well-differentiated liposarcoma, peritoneal carcinomatosis, carcinoid tumor, retroperitoneal fibrosis, lipoma, mesenteric desmoid tumor, mesenteric inflammatory pseudotumor, mesenteric fibromatosis, and mesenteric edema. [11] The course of mesenteric panniculitis is favorable in most cases [11] because the disease usually progresses slowly and subsides spontaneously. Nevertheless, in about 20% of the patients, it is associated with significant morbidity and a chronic debilitating course. [6] Conservative management includes corticosteroid therapy, tamoxifen, azathioprine, cyclophosphamide, oral progesterone, and thalidomide. Surgical resection is performed in cases of intestinal obstruction and other complications such as ischemia. [6] In both the cases reported in this article, the affected segment of the colon, along with the mesentery were removed by surgical intervention as the first case was found incidentally in a specimen resected for malignancy and the second case was diagnosed as malignancy radiologically. No further treatment was given in both the cases.
conclusion
In conclusion, mesenteric panniculitis should be considered in the differential diagnosis of patients with systemic manifestations and elevated markers of the acute phase response of unknown etiology, especially in the presence of abdominal symptoms. In these cases, the response to steroid therapy may be excellent.
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